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Abstract 
The research aims to identify a working definition of autonomy for use by doctors with diabetic patients and for general 
practitioners, to inform and guide their practice and the doctor-patient relationship. 
Doctors operate with a definition of patient autonomy that involves their rationality and ability to make conscious decisions. 
Under these conditions, therapeutic education should be central in the approach of the doctor, in relation to the patient with 
chronic disease, to be able to inform the patient about specific lifestyle choices that he should take or avoid, and the risks of 
refusing to avoid any such risks. 
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1. Introduction 
The concept of autonomy operates within the ethical dimension of behavior and the philosophical category of 
freedom. The latter represents the absolute epitome of self-achievement, being the privilege of the divine. The 
human experience of freedom emerges through the existence of certain limits. The affirmation of individual 
identity and with it freedom, is subjective due to the individual’s own experience of freedom and difference. The 
category of freedom experienced subjectively by individuals in dealing with their own limitations generates a 
behavior of self-determination (autonomy) or obedience (heteronomy). The correlation between autonomy and 
freedom is strong in what is called “positive freedom”, with Berlin even suggesting an overlap (1969). The 
distinctions between freedom and autonomy are seen by John Christman as starting from the difference between 
the particular level of freedom to act without restraint and to carry out one’s own desires, while autonomy is 
regarded as a global concept of individual status (Dworkin, 1998; Christman, 2009). The purpose of this article is 
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the identification of  mechanisms for building autonomy in patients with diabetes, as it appears in the discourse 
of the  doctors involved in their care.   
2.  Methodology 
The article analyzes the results of individual interviews and selected focus groups of specialists and general 
practitioners involved in the care of patients with diabetes. These interviews and focus groups took place in Iasi 
between July and December 2011. Participants were selected using the criteria of belonging to the target group 
(doctors and general practitioners involved in the care of patients with diabetes), from both the urban and rural 
environment, with various professionals who had experience in the public and private domain, in our own 
country and from abroad. Both male and females were selected with the support of the diabetes clinic of Iasi, 
Romania, along with the Association of General Practitioners, and by direct invitation of the focus group 
organizers. Qualitative techniques require small samples and do not generally need mass sampling (Livesey, 
2006). The research was conducted through a constructive methodology (Ponea & Sandu, 2011), using the semi-
open group interview (focus group) as the main technique, with questions not being applied in a rigid order. Data 
interpretation was performed by the successive induction method (Sandu, Ponea, 2010) correlated with the 
generative exploratory character of the research. 
At the base of this qualitative research, two interpretative paradigms (Branc, 2008) were considered; 
objectivism and constructivism. The first assumes that information about the social world can be analyzed so that 
it reveals a reality or a social structure beyond the data collected, while the second paradigm reveals how data or 
speeches a reorganized and created through social-constructive interaction (Glaser, Holton, 2004). The 
methodology involves a systematic process of generating concepts and theories based on collected data (Dick, 
2000). It emphasizes the role of the theory to manage their search data, to provide ways of conceptualizing the 
descriptions and explanations (Branc, 2008). 
2.1. Discussions on validity 
Validity of data is limited to the investigated discursive universe, such as diabetes specialists and general 
practitioners from Iasi, Romania, but with the potential for extrapolation to at least national level, given the 
similarities in medical practice in the domain of diabetic patient care. Data interpretation is based on the 
constructionist paradigm that involves a process of constant negotiation of interpretations of the meaning of 
events and their social context, the context of diabetic chronic disease on the one hand and the health care system 
in Romania on the other.  
3.  Inductive analysis of categories 
In the analysis of categories I followed the interpretative grid, regarding the importance of the doctor-patient 
relationship in the formation of autonomy in patients with chronic diseases, and the ethical impact of such 
relationships, selecting only those categories that appear relevant in this respect (Sandu, 2012).  
3.1. Open coding 
The coding process had three stages; the first stage involved open coding which aimed to examine the 
transcriptions of focus groups and to identify keywords. In these conditions, we did not take into account the 
need for sample saturation; open coding applied only to the data obtained through focus groups. Furthermore, the 
research not only carried out interviews with professionals but also with patients and their families. The results of 
these interviews exceed the present paper but the keywords identified were overcrowding, salary, insufficient 
2132   Antonio Sandu /  Procedia - Social and Behavioral Sciences  93 ( 2013 )  2130 – 2135 
funds, clinical care, etc. All keywords that actually influence the health system in the construction of patient 
autonomy are grouped in the category of care system. In this category we have integrated the opinions of 
respondents which refer to: 
“The leitmotif in the clinic is overcrowding of patients”; “and they tell what happens because it is a new 
approach, not new, a different approach that of the patient” (in the private system); “in the clinic, when you 
watch a patient every month, and he is young and you manage to convince him to participate actively to his 
disease and see that his glycemic control improves a lot and decreases from eight to six, it is very rewarding and 
you enjoy it”; “in the clinic I had to respond quickly to patient’s needs, I had to decide immediately what was 
happening, I had to think quickly what problem he has and this has been so”; „But ask me what I've been through 
these three years until I reached this level. I did it, at my own expense, and phoned my colleague: “Can you have 
a look please, I’ll send you glycosylated hemoglobin, you know what I want to find out”; “Yes, the paper looks 
nice, but behind this paper is also my financial contribution”; “Usually in ambulatory. Of course that there are 
dramatic cases in which the patient does not go in time to the general practitioner”; “Symptoms get worsen and 
let’s say he is in a coma. Then he comes with the ambulance as emergency directly to the hospital, let’s say the 
Emergency Receiving Unit (UPU), in our hospital Spiridon. Here at Spiridon, the doctor from emergencies sees 
him, a set of analysis are taken and, of course, the diabetes doctor on guard is called”.  
In this category we included responses targeting the route of the patient through the care system at both the 
Ambulatory and Emergency Receiving Unit and permanent care at the level of Diabetes Clinic of the 
Ambulatory, but also responses in the context of the care of general practitioners. Identifying the patient’s route, 
the way and frequency of receiving care as an emergency or continuously will lead to patients having more trust 
in the medical system and the formation of a patient-doctor relationship as a fundamental element of support for 
the self-care of a diabetic patient. 
Another category was identified as the doctor-patient relationship. Although related to institutional care, the 
doctor-patient relationship exceeds a strictly institutional care frame, and according to respondents is a key 
element in the support of chronic patient self-care. Confidence in a doctor enhances the therapeutic adherence of 
patients. In this respect some patients require from their doctor an affirmation of the treatment by other 
professionals, before accepting the proposed treatment. In the case of diabetics, all respondents agreed that the 
central element of the doctor-patient relationship is therapeutic education which should not be based upon the 
doctor’s authoritative expertise but rather as mutual knowledge of both doctor and patient, where each patient is 
treated as a separate individual. It is very important for the physician to understand the patient’s situation, with 
that knowledge being expressed in such phrases as “see that patient”, “you smell it”, referring to quasi-sensorial 
knowledge which brings into question a direct personal and interpersonal knowledge between doctor and patient, 
not between the doctor as a representative of a care institution and a generic patient requiring formalized therapy. 
Phrases like “my diabetics” express the creation of a group relationship generating social identity. With regard 
to building autonomy within the doctor-patient relationship, this fulfills both a support function and particularly 
the role of socialization. The socialization of a diabetic patient as being that of an individual with a special social 
status and a refusal to attribute them the status of a disabled person in certain situations is, in our view, the result 
of an expression of the decision-making autonomy of a patient, generated by the context of a personalized 
relationship between doctor and patient.The refusal to catalogue a patient as a disabled person has, of course, 
other causes than those generated by the interaction with the doctor. However, the belief inspired in a patient, 
especially by diabetes doctors, of being a normal person who, under proper care, can meet all his social functions, 
we consider has a special influence in the subject’s decision. In other cases, patients can opt for the status of a 
disabled person, giving them access to material aid, but the decision to accept or refuse this status is an example 
of autonomy management through the patient-doctor relationship. 
A third category identified is patient-family-care system interaction. Respondents point out the importance of 
family support in the care of chronic patients. A diabetic patient has a particular life style characterized by a 
certain nutritive and therapeutic rigor, in respect of which the patient’s family plays an important role. One 
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respondent notes that at the presentation of the diet of male diabetics, the wife is most often present, as the person 
who is traditionally responsible for food preparation in the family. Family support is crucial and consists of 
acceptance of the particular situation of the patient and their need for normal social interaction. One respondent 
narrates the situation in which, after the interaction of the doctor with the spouse of the diabetic person, the 
attitude towards the former changes from rejection, (probably due to incurable suffering anxiety), to acceptance 
based on a correct understanding of the patient’s situation as an individual with a special condition, rather than as 
a patient with a terminal condition. Regarding the construction of autonomy, it begins from current interactions 
within the family, with the function of support in decision-making. The family is the usual environment for the 
individual to exercise self-care and its importance for the therapeutic relationship becomes a maximum force in 
the situation of convergence between therapeutic education received in the care institution and family practices, 
vis-à-vis the situation of a chronic patient. 
 
The fourth category identified is self-care as a personaldimension of the autonomy of a diabetic patient. Self-
care refers to the self-administration of medication, especially with regard to the insulin-dependent diabetic who 
has the ability to adjust insulin doses according to the singularities of their own condition, indicated by results 
measured with a special device.  Respondents indicate that in self-care, an important role is the patient's 
responsibility; marked in this context by some cases where the free issue of measurement devices by type 
1diabeticsis not valued. They either do not use the kit, sometimes even selling them, or they use them excessively 
without using the results to keep their blood sugar under control. Self-monitoring creates the premises for the 
exercise of autonomy, as it allows for informed control of their health with a high degree of self-care. 
3.2. Axial coding 
The second inductive level is to identify the central category; in our case, patient autonomy and how identified 
categories relate to it, using the process of axial coding. Within the axial coding, the operational definition of 
patient autonomy that doctors involved in the care of patients with diabetes work with should be apparent. 
Firstly, we identify some characteristics of autonomy, either presented directly or which can be deduced from 
doctors’ discourses. Frequently bringing into question the role of education allows us to conclude that 
respondents consider patients generally able to accurately assess their own medical situation and chronic 
condition, and are able to make informed decisions on life style change, if it is properly explained. Autonomy 
means the ability to make informed decisions about our own lifestyle and health.  
The paternalistic approach to the doctor-patient relationship may be in opposition to the approach of the 
patient as an expert in their own health. Generally, subjects speak about the role of the doctor in saving a patient's 
life, the expertise of that doctor and how he behaves, which conform to the traditional paternalistic approach of 
medicine, as exemplified by the statement: “You wake up with a specialist stamp in your hand and you decide”, 
augmented by an involved paternalism which extends to acts of compassion, such as giving money for the bus to 
get home. However, we can observe the characteristics of a patient-centered approach when subjects discuss the 
particular conditions of life of their subjects with phrases like: “I give him insulin and send him to Pocreaca (a 
village in Romania)”. Patient-centeredness is emphasized when the time available to work with the patient is 
insufficient for a functional patient-centered approach. No elements were identified for the transformation of a 
patient into an expert, from the direct language of respondents but they were implicit in their discourse. For 
example, in the case of a patient who was able to completely change his lifestyle, after suffering depression when 
he learned that he was diabetic, and finally managed to adapt to his chronic condition and function normally. All 
respondents indicated that they treated each patient differently, as individuals with their own characteristics and 
values, and thus their own decisions to make. In this context, the operational definition of autonomy is enriched 
with its limitations dictated by actual social conditions, individual characteristics, cultural context, etc. An 
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autonomous individual makes those rational decisions as considered appropriate for their own situation, in the 
context of their own lives. 
3.3. Theoretical generation  
In the third inductive stage of theoretical generation we seek to correlate the operational definitions resulting 
from axial coding, with the current definitions in literature. The following definitions – in a complete version in 
the literature review- were given: Julian Savulescu (2007) believes that true autonomy is the result of a 
confrontation between the desire to act on a rational basis and the need to be rational. For Christman (2009), 
autonomy refers to the individual's ability to enact its objective and binding moral law recognized as the general 
principle of life. Under the same principle of categorical imperative we must act in a way that does not harm the 
freedom and the exercise of autonomy of others (Guyer, 2004). For Devisch, maximized autonomy understood as 
self-achievement is unable to resolve ethical dilemmas in medical cases trying to achieve a synthesis between 
autonomy and heteronomy, under the name of oughtonomy (Gordijn, Ten Have, 2010). Towards these 
definitions, a significant convergence was identified in the sense that although none of the respondents expressed 
the definition, they agreed with the rational basis of patient decisions focusing on these, identifying the limits of 
autonomy. 
4. Conclusions 
As an operational definition, we suggest: Autonomy is the capacity of the subjects to decide knowingly about 
their own health, supported by their family and institutional social environment in the development of his health 
and making decisions in accordance with his judgment. Autonomy has a number of limitations of an individual, 
social, cultural and institutional nature. 
The identified definition is convergent with the definition from specialist literature, where the individual is 
seen as an autonomous agent, capable of individualized judgment and decision-making, and being able to carry 
out those decisions. In the specific case of diabetes, decisions are a matter of permanent control by the individual, 
and the decision to accept their treatment, once taken, should be constantly adhered to, every day of their lives. 
The convergence between the theoretical model and operational definitions of autonomy indicates an effective 
practice of care in terms of the development of an individual’s autonomy. The fact that we can identify the 
involvement of a developing autonomy, especially in self-care, is observable where questions addressed to 
respondents have not been aimed specifically at the issue of autonomy, and so allows us to conclude that this 
model is internalized by respondent doctors and is part of the dynamics of daily care for chronic patients. 
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